Background: Continuity is a tenant central to family practice. Continuity is associated with improved satisfaction in populations that can easily change providers. However, little is known about the importance of continuity where patients are assigned providers.
Continuity of care is described as a longitudinal relationship between patients and caregivers that transcends multiple illness episodes and includes responsibility for prevention and care coordination.
1,2 Continuity of care is considered a cornerstone of family medicine. [3] [4] [5] [6] Patient satisfaction has been shown to be positively associated with continuity. [7] [8] [9] [10] However, this has been studied primarily in populations in which patients can easily change providers. It therefore becomes a "self-fulfilling prophecy"-if you are dissatisfied with care, you continue to change providers until you find one you like, who you then see often. Changes in health care plans may undermine this ability to choose and even remain with an individual physician. 11 Health plans may also change physician panels, which might force patients to see a different physician from year to year.
11-13
Patient satisfaction is an important predictor for patient retention. Patient satisfaction takes on increased importance in certain types of managed care medicine as income becomes dependent on the number of patients enrolled in primary care (capitated care). Patient satisfaction in a recent study was most influenced by the ease of access and perceived physician competence.
14 Curiously though, this study did not evaluate the impact of continuity on satisfaction.
The purpose of this study was to understand the importance of continuity of care for patient satisfaction in an environment where patients are assigned a primary care provider with only a small amount of choice of who that provider is.
Methods
An anonymous, pretested waiting room survey was distributed to all patients being seen for an appointment at Family Medicine Clinic of Madigan Army Medical Center, Tacoma, Washington in December 1997 over a 1-week period. The Madigan Family Practice Department is a residency training pro-gram with more than 12,000 patients assigned to 38 providers. Patients are assigned to a provider panel, and efforts are made to comply with patient requests for a specific provider. However, if the requested provider panel is full, then patients are assigned to another provider. Patients may change providers based on availability by completing a provider change request form. A full range of medical care from newborn to geriatric including inpatient and maternity care is provided. Because it is a training program, less than half of the providers are present in clinic on any given day.
The survey instrument used a variety of 10-point Likert scales, categorical variables, as well as broad descriptive data. Questions were drawn from previously validated surveys. The survey was an easy-to-complete 2 pages and was intended to be completed during the visit. The survey was pretested by a focus group of 10 patients and revised based on their recommendations.
Every patient who presented to the front desk for an appointment during the study week was invited to complete the survey. To give patients maximal time to complete the survey, surveys were given to patients as they signed in at the desk. Children younger than 8 had surveys completed by a parent. Approximately 40% of patients being seen during the study period declined to participate. The response rate is calculated from patients who accepted the survey and agreed to participate. Computerized records of the week's clinic visits were reviewed to determine any demographic differences between responders and nonresponders and between participants and nonparticipants.
The major outcome variable, patient satisfaction, was measured on both a categorical and Likert scale. The categorical scale was used as a comparison with previous studies in the literature. 7, 9, 10, 14 The Likert scale was used to assist in the regression analysis.
Data were analyzed using a variety of methods: 2 , unpaired t test, correlation matrices, and univariate and multivariate regression for patient satisfaction. The multivariate regression analysis was created in a stepwise fashion. Variables entered into the model had been shown in previous studies to be associated with patient satisfaction: ease of access, the satisfaction with the primary care provider (PCP), the number of yearly appointments, and the proportion of appointments in the past year with the PCP (the long-term continuity rate). All variables remained statistically significant (P Ͻ .05). Appointment data were extracted from an electronic medical record. A final variable, whether the patient was active duty or a family member of an active duty soldier, was added after observing a significant reduction in global satisfaction in these groups. All variables remained significant.
Results
During the survey period, 448 patients were seen in the Family Practice Clinic (FPC). The front desk distributed 276 surveys. For those patients who accepted a survey, the return rate was 68.3%. There were several differences between participants and nonparticipants. These are depicted in Table 1 . Table 2 displays survey results. Overall, family practice (FP) patients are very satisfied with their care in the clinic. On the Likert scale, the average score was 8.7; 48% of respondents gave a perfect score. On the categorical scale, 97% of respondents described themselves as satisfied; nearly two thirds of those stated that they would recommend the clinic without any reservations to their friends (Figure 1) . Despite impressive satisfaction scores, not all groups were equally satisfied. In particular, the spouses and children of active duty soldiers had significantly lower levels of satisfaction than all the other respondents.
Survey respondents reported that it was more important to see their PCP in the long term than it was for the immediate visit. (Table 2) Patients who were not able to see their provider for the immediate visit did not manifest lower satisfaction with their care (P ϭ .08, unpaired t test). Although not seeing one's assigned provider for the immediate visit did not lower satisfaction in a statistically sig- nificant manner, not seeing one's provider regularly over multiple visits was associated with significantly lower satisfaction. Those patients who were least likely to recommend the FPC to their friends manifested significantly lower long-term continuity rates ( Figure 1 ). Those so dissatisfied with their FP care that they would discourage their friends from getting care at the FP clinic saw their provider only 3.7% of the time on average. In contrast, those so satisfied with their FP care that they would recommend the clinic without any reservations to their friends averaged seeing their provider 55.3% of the time.
Univariate and multivariate regression was done to determine the relationship of reported importance of long-term continuity, ease of appointments, and PCP satisfaction on overall FPC satisfaction. Results are depicted in Table 3 .
On univariate analysis, increased yearly visits were not associated with satisfaction. However, with multivariate analysis, increased yearly visits were associated with decreased clinic satisfaction. This contrarian result (with most multivariate regression, variables tend to become less significant) prompted the multivariate regression to be repeated, stratifying yearly appointments into "low usage" (Յ3 appointments/year), "mid usage" (4 to 9 appointments/year), and "high usage" (Ն10 appointments/year). These regression results are depicted in Table 4 . High-use patients had better continuity over multiple visits and higher PCP satisfaction than low-use patients, except for high-use active duty patients and their family members, who had much lower PCP satisfaction. Ease of appointments was more important for low-use patients.
Discussion
As American medicine moves away from managed care and toward consumer-driven medicine, improved patient satisfaction will take on increased importance. This study attempts to discern impor- Continuity of care is an important determinant of patient satisfaction. In particular, those who were most dissatisfied manifested abysmal continuity (Figure 1 ). In addition, obtaining continuity increases in importance with increasing frequency of visits. For high clinic users, continuity was a more important determinant than access. With this group, seeing a provider that one likes all the time (combining PCP satisfaction and long-term continuity on the regression) defines almost 75% of global satisfaction.
Repeating the multivariate linear regression stratified by annual usage illustrates several important points. With low usage patients, ease of scheduling appointments is a very important factor for satisfaction. This may indicate that patients who use the clinic infrequently are in relatively good health and are seen for occasional minor illnesses. They are probably young, working families with very busy schedules and have little discretionary time. Therefore, getting an appointment quickly at a convenient time is critical for them. Low-and mid-usage patients share very similar coefficients, which are very similar to those expected for all patients (nonstratified). Only for patients with high usage does the regression result change substantially. In particular, FPC satisfaction (on a 10-point Likert scale) more strongly correlates to PCP satisfaction and long-term continuity than to ease of access for appointments. This is not surprising because high-use patients are probably those with chronic medical conditions that require frequent follow up. This is similar to a recent study by Nutting et al 15 that demonstrated patients who are sicker, at the extremes of age, and female value continuity with their primary care provider. Patients who develop a long-term relationship with a provider are more pleased with their care and, studies show, have better outcomes. 16 -19 With these findings, perhaps primary care providers should focus continuity efforts on those high-use patients who have more chronic disease and would potentially benefit more from increased continuity. Young, healthy families should have their primary care focused on rapid, easy access for their infrequent visits. This segment made up 13% of the FP population sampled during the survey. When patients enroll in Tricare, the military health insurance plan, they frequently do not have choice in their assigned primary care provider. This study finding would suggest that patients be given the ability to change providers should they be dissatisfied with their provider. Limitations for this study include the generalizability of a study from an Army family practice clinic. In reality, the military health system is a vertically integrated managed health care system and is very similar to large health care maintenance organizations such as Kaiser or Group Health Cooperative. This is a survey, so reporting bias is a potential confounder. In fact, Table 1 shows more retired military patients responded to the survey than active duty patients. Retired patients may have more loyalty to the system than active duty patients who are not planning on a military career. On the other hand, retired patients may have had more experience with a variety of health care delivery systems, allowing a more accurate assessment of the care delivered.
Potential areas for further study include exploring other environments of care, such as nontraining group practices, other military services, and nonmilitary practices. A comparison of advanced or open access on the same aspects of continuity of care, provider satisfaction, and ease of appointments could be studied. The differences in satisfaction between active duty and retired patients needs to be explored, because the military health system exists primarily to care for the active duty patient.
There are several key points from the results of this study. Elucidation of barriers to access and exploration of the high clinic utilization would be important. There is the need to give patients choice of their provider, both for the immediate visit (to see someone else because of convenience purposes) and to change providers because of dissatisfaction. It is important to improve long-term continuity. Continuity becomes very important for patients that are being seen often in the clinic, and getting appointments with their PCPs should be facilitated. If this is neglected, dissatisfaction will increase. Although patient satisfaction was not decreased for the immediate visit, dissatisfaction will grow if the patients are continuously unable to access their provider. It would therefore seem advantageous to emphasize increasing the access for routine appointments. Open or advanced access models, in primary care clinics not associated with a training program, have the potential to increase both access and continuity of care. 20, 21 The results of open/ advanced appointing on access and continuity of care in primary care residency programs needs research.
